families with a PBC prevalence of up to 33% have been described, predominantly in the coastal FN communities derived from the Salishan coastal cultural group (10) . Indeed, the prevalence of PBC in the coastal FN is an order of magnitude higher on Vancouver Island (10) . Importantly, a high prevalence of PBC has also been documented in Aboriginal Alaskans, who share the Salish ancestry (7) . In contrast, the Manitoban FN with a predisposition to AIH are derived from Ojibwa-Cree, a separate cultural group (4). Because inflammatory bowel disease is relatively rare in FN populations, it is not surprising to see a lack of PSC in the FN populations who undergo liver transplantation in both provinces (4, 7) .
What lessons can we learn from these FN transplant data? The first lesson confirms what we already know based on overlap syndromes of AIH and PBC -specifically, that the distinction between these conditions can be blurry. They may be found as a single entity in the same patient or in different family members, as illustrated by the diagnosis of PBC in the mother and classical AIH in her daughter from an FN family (11) . Collectively, these data suggest that FN have a genetic (and/or environmental) predisposition to autoimmune liver disease. Indeed, several autoimmune disorders are more common in FN including juvenile rheumatoid arthritis (12) , rheumatoid arthritis, systemic lupus erythematosus (13), multiple sclerosis (14) and vasculitides, such as polyarteritis nodosa (15) . Although genome-wide association studies that address the complexity of the genetic predisposition to autoimmune liver diseases in FN communities are lacking, the data suggest that specific FN populations have different innate immune responses to microbial infections. Indeed, elegant studies from the University of Manitoba have documented differential interleukin-10 responses to hepatitis C virus infection that modulate the outcome of disease (16) .
The second lesson to be learned is that there remains an oversimplified conception that most cases of end-stage liver disease in FN patients are the consequence of heavy alcohol consumption. While alcohol abuse constitutes a health problem in general and among some FN communities (17) , it is noteworthy that many patients referred with presumed alcoholic cirrhosis actually have an autoimmune liver disorder when appropriately evaluated. Because multiple studies across Canada have documented a high prevalence of autoimmune liver disease in FN populations (5, 6, 10, 18) , all clinicians should be aware of this susceptibility to ensure adequate screening and correct diagnosis. Only these measures will lead to appropriate medical management including referral for transplantation in patients with end-stage liver disease. Reassuringly, the study by Zhang et al (4) confirms that transplantation outcomes are similar between FN and non-FN patients; therefore, ethnicity should not play a role when considering a patient's liver transplant candidacy.
Finally, additional studies are required to understand the predominance of autoimmune liver diseases in FN populations. Although we have derived excellent genome-wide association data in PBC from a multicentre Canadian study (3) , corresponding data in FN populations are lacking. Such studies will enhance our understanding of the genetic and environmental factors that predispose to autoimmune liver disease in general, and in these often heterogeneous FN communities. 
